The Assessment of Psychodynamic Change When anyone who believes in psychodynamics tries to assess the results of psychotherapy, he must ultimately have in mind some such concept as 'resolution of the neurosis'. The question then arises how evidence may be obtained about this difficult concept. Here one essential fact needs to be borne in mind: that what matters is the change in the patient's whole lifeboth his inner feelings and his outward behaviouraway from the clinical situation. It is in terms of this factor that any instrument or test must be calibrated. We do not wish to depreciate certain psychological tests, in particular projection tests. Their advantage may sometimes lie in their objectivity, their disadvantage in uncertainties of interpretationfor they, too, need to be calibrated in terms of information about the patient's life outside. In the present stage of our knowledge, therefore, the least inaccurate single instrument for obtaining the necessary information seems to us to be the psychiatric interview. In simple terms, the patient is asked about his life; if necessary his answers are challenged and his motives are interpreted to him; and the whole is treated in the same way as evidence in any other branch of science, namely by publishing the resulting data, the means of obtaining it, and the reasons for any particular evaluation of it. Although this necessarily involves a good deal of selection and subjective judgment, we believe that it is the only instrument that provides some of the essential information without which the overall assessment is in danger of going seriously astray.
The following three case histories illustrate some of the problems and paradoxes that must be solved before any true assessment of psychodynamic change can be reached. The first two patients come from a series of untreatedTavistock Clinic patients whom the three of us have been studying during the last two years; the third has been given intensive individual psychotherapy at the Tavistock Clinic by one of our colleagues. Improvement by Avoidance of the Specific Stress Case 1 Married woman aged 33 Her previous history can be divided into three periods:
(1) At the age of 13 she started to suffer from attacks of headache and depression. Our only clue about this is that when she was 13 her only sibling, a sister, was born.
(2) At 25 she married and her headaches and depressions then became much better, though they did not entirely disappear. Apart from this the only evidence of disturbance was a very great difficulty in tolerating her husband's absencesnecessary because of his job. He had to restrict these as far as possible, and if he did go away he had to telephone her every evening.
(3) At 31 she gave birth to her only child, a boy. From this point the following disturbances appeared: (a) Exacerbation of headaches and depressions. Two years after this, at 33, she came for a single diagnostic interview. It was felt that she would not tolerate psychotherapy and she was left to manage on her own. At follow-up three and a half years later, the position, baldly stated, was as follows: (1) Headaches and depressions: 'Much improved.' (2) Frigidity: Some restoration of the sexual relation, but still very unsatisfactory -'slightly improved.' (3) Outbursts: 'Improved.' (4) Obsessional anxiety: 'Improved.'
Now most methods of assessing change that have been used hitherto consist essentially of obtaining scores for separate changes, and then performing some mathematical operation on them which amounts to little more than 'adding them up'. This applies even to relatively sophisticated scales like the MMPI.1 It is obvious that any such scale will show this patient as, let us say, 'improved'.
Perhaps it may be asked: 'Well, why not, isn't she improved?' For answer let us introduce no more than the most elementary psychodynamic thinking into a study of this history. On two occasions the appearance of symptoms was associated in time with the introduction of a child into her family. If we infer causal from temporal relations, then we may suppose that the presence of the child in some way represents a specific stress to which this patient is vulnerable. (There is no need to make a more detailed hypothesis though anyone familiar with a psychodynamic approach can do so easily enoughin her recent situation the evidence for over-dependence on her husband followed by unconscious resentment 'Minnesota Multiphasic Personality Inventory against both her husband and her child is very strong.) A single fact that emerged at the followup interview now becomes of crucial importance: the improvement occurred at the point at which the patient's son first went to school. The patient said: 'I had him in smaller doses, and I felt more relaxed.' In other words, all the evidencewhich itself is clear, strong, and publishablesuggests that the improvement occurred as a result of relief of stress. To generalize, avoidance of the specific stress is a common mechanism of improvement that must always be borne in mind; and any method of assessment that cannot take account of it will be liable to serious error.
Improvement by Denial and Repression
A second and much more difficult problem is illustrated by another of our untreated patients: Case 2 Man aged 33 His previous history may be divided into two periods:
(1) Up to a few months before his first interview he had always led an active heterosexual life and had had no difficulty with his potency, but he had been able to achieve orgasm in sexual intercourse on only about four occasions. (2) Recently he had become engaged, and now he had begun to suffer from an additional disturbance, namely impotence.
The interviewing psychiatrist wrote that although the patient appeared at first to be decisive and confident, this wore off as the interview progressed, and it turned out that he had a good deal of ruminative doubt about his masculinity. For instance he said that his fiancee was 11 years younger than he was; and that since he was 'approaching middle age' (this at 33), her sexual desires might be too much for him to cope with. And also, although since meeting her he had felt much younger and more full of energy, he was now worried that this feeling was entirely dependent on the relation with her.
This patient wanted only a single talk with a psychiatrist, and beyond this he did not have any treatment.
Our procedure with these untreated patients has been first to make a limited dynamic hypothesis, and then to lay down criteria of true 'resolution' of the neurosis, before seeing the patient for follow up. Here our criteria included the loss of the patient's doubt and anxiety about his masculinity.
At follow-up, nearly five years after the original interview, we learned the following:
(1) He had married his fiancee one month after interview. He now had two children.
(2) His wife had been extremely patient and sympathetic over his sexual difficulties and used to tell him how good he was. The result had been that after two months he had gradually become potent more frequently, until now exceptions occurred only about once in three months. He began to have orgasm regularly after about six months.
Obviously, for all practical purposes this patient must be regarded as 'recovered'. Yet at the same time, there was an abundance of subtle evidence suggesting that the picture was not really as rosy as he painted it. Lack of space prevents our presenting this in such a way that it can be fully assessed by the reader. It included the patient's reluctance to elaborate on his original brief statement of his improvements; an atmosphere of protesting his self-confidence too much, containing two slips of the tongue saying the opposite; an exaggerated idea of the standards of masculinity required of him; and two important residual sexual difficultiessudden loss of erection if his wife made some remark that he felt to be out of keeping, and occasional inability to urinate in a public lavatory if there were other men present. All this evidence suggested the possibility that the mechanism of recovery consisted essentially of his finding of an extremely reassuring environment; that this was followed, not by resolution, but by a massive denial and repression of his basic conflict; and that the stability of his recovery may well depend entirely on his environment's remaining reassuring. Improvement by Partial Resolution At this point it may well be asked: 'If practically all traces of a patient's neurosis may disappear and you still question the result, what criteria can you possibly find that might suggest that a patient is really improved?' Perhaps we can offer a partial solution to this, at the same time complicating the issue by introducing another paradox, by discussing a third patient.
Case 3 An unmarried, attractive woman, who came to one of our colleagues for psychotherapy at the age of 30 several years ago. Her complaints were severe anxiety, depression, and a variety of hysterical symptoms that came on in certain situations, especially in the presence of men. In spite of a good deal of attention from men, she had never succeeded in forming a long-lasting relation with a man, she had never succeeded in having an orgasm with a man, nor in feelinglet alone sayingthat she loved him; and recently her symptoms had become so bad that all relations with men had become impossible.
This patient is still in treatment and there is no intention of claiming her as representing an even partially satisfactory therapeutic result. She is chosen solely because of the clarity with which she can be used to illustrate certain issues.
First, let us state what has not been achieved with her. Although she has now maintained a relation with a man for several years, the situation is complicated and unsatisfactory, and there is no certainty that she will reach any true fulfilment with him; she has not yet had orgasm; and although her symptoms are very greatly improved, some of them remain. Even if her present state were to become permanent, in terms of formal changes there is no comparison with the previous patient.
Nevertheless, let us now present some other evidence. This evidence is partly concerned with the process of therapy -and process is ultimately irrelevant to outcome -but some of the process needs to be presented if outcome is to be understood. During the course of psychotherapy this patient came to realize that she hated men, and the following is a composite picture of incidents that have occurred again and again during the course of her treatment: She has been with this man; some symptom has arisen, such as anxiety, depression, or nausea; she has suddenly realized that what has emerged in her is some feeling of antagonism towards him; she has then expressed this feeling openly; the symptom has immediately disappeared; the man has been taken aback, but she has then been able to incite him to make love to her fiercelythough always short of intercourse; she has enjoyed this in a way that she has never experienced before, and sometimes she has been able to express something approaching love.
She has said that the difference from her relations with previous men is that now she can express everything. With one previous man there had been a definite sexual attraction, but her sexual feeling was always suddenly disappearing. If it disappears now she can bring it back again by expressing some feeling that is interfering. With this previous man she had never cried and she had never been angry. With all other previous men, she said, she had been entirely without feeling, a 'robot'.
The essential point that we are trying to make is that in every type of neurotic illness we suspect that there are quite specific changes that should be aimed at, and unless these specific changes appear, the evidence suggests that the neurotic conflict has not really been resolved. Moreover, until one has had the direct experience of seeing a given type of neurotic conflict resolved, one is hardly in a position to say what these specific changes are. For a type of illness like that in the girl we have described, however, we believe that these changes can be formulated as follows: where, in a woman, a severe inhibition in relation to men is due to a basic resentment against them, then the specific qualities required as criteria of true resolution are that (a) she should become able to express anger; (b) her aggression should become integrated into the relation with the man, and join up with the natural fierceness of human sexuality, in such a way that it can be enjoyed by both partners; and (c) side by side with this fierceness there should appear love and tenderness. Unless these elements appear, the conflict must be assumed to remain basically unresolved. This still requires a good deal of subjective judgment, but at least it is not vague, and we do not think that at present subjectivity can be avoided in the study of human emotions.
Discussion
Let us now try to compare these two last patients. Once again, as far as formal changes are concerned, and on almost any rating scale hitherto devised, the result in the man would come out far superior to thatas it stands at presentin the girl. And yet at the same time, the evidence possibly suggests that more true resolution has occurred in the case of the girl than in that of the man. Unless this kind of paradox is solved, no one is ever going to be able to reach a true assessment of the value of psychotherapy.
In any case, if we are to become involved in judgments of overall value, who is to say which result is 'better'? The man has apparently achieved a highly satisfactory life adjustment, perhaps without being put in touch with many of his deeper feelings; the girl has been put in touch with her deeper feelings without achieving, so far, any kind of satisfactory life adjustment. These two variables are relatively independent, and both must be considered in the assessment of any therapeutic result. When many authors compare figures for patients treated by different methods, they may remain unaware that two patients who appear equally improved in the two series may in fact show a fundamental difference that is simply not covered by the rating scales used. And if the two patients are really equal in outward 'life adjustment', then certainly we would say that the patient who shows the inner changes like those I have just been describing represents the 'better result'. On the other hand, if one can remove a crippling symptom permanentlywithout other changesby such a method as behaviour therapy (in certain cases at any rate) one has a duty to do so. One of us has recently referred two Tavistock Clinic patients for behaviour therapy because their symptoms were making their lives almost intolerable. We earnestly hope to see in the near future more co-operation between psychotherapists and behaviour therapists, with the result that it may be possible to combine quicker symptom relief by behaviour therapy, with the deepening of experience and change in personal relations given by psychotherapy.
No one school of therapy has a monopoly of therapeutic methods. But, as far as the comparison of results is concerned, no conclusion will ever be reached until it is realized that the basic concept of 'improvement' may mean, in the hands of different workers, several entirely different things.
Introduction
The difficulties in any attempt to evaluate the results of psychotherapy are well known. Recently another form of psychological treatment, behaviour therapy, has received some attention and its proponents have claimed results superior to those of psychotherapy. At the same time, they have been outspoken in pointing out the failure of psychotherapists to establish the results of their treatment. The purpose of this paper is to examine the claims about behaviour therapy using the same stringent criteria which its advocates have urged for the evaluation of psychotherapy.
First, terminology must be clarified. The name 'behaviour therapy' suggests a greater distinction from other psychotherapeutic methods than often exists. It also covers too broad a field, ranging across many techniques which may have little in common. A clinical trial can therefore only draw conclusions about one technique, not about behaviour therapy as a whole. There is also much overlap between behaviour therapy and psychotherapy, for example interpersonal relationships are important in behaviour therapy, whilst psychotherapy can in part be regarded as a learning process. Nevertheless, the two have a separate historical development, are based on different theories and pursue different treatment aims. So for clarity behaviour therapy and psychotherapy will be referred to as if they were separate, although recognizing that they cannot really be divided so sharply.
Nor are psychotherapy and behaviour therapy mutually exclusive. A place may eventually be found for both in the treatment of selected cases, and interest in behaviour therapy certainly need not imply rejection of psychotherapy. Of course, many behaviour therapists have questioned the value of psychotherapy and attacked psychotherapists, but this is not the attitude adopted in this paper; my concern is to find out what part, if any, behaviour can play in relieving the patient's distress. Although behaviour therapy can so far make only a limited contribution to treatment, I hope to show that it can provide a valuable simplified paradigm for the assessment of psychotherapy. Most of the difficulties of any form of psychotherapy research are met when behaviour therapy is investigated, but some are rather less complex, e.g. techniques can usually be defined relatively clearly, and the aim of treatmentsymptom removalis easier to assess than the more complicated aims of most psychotherapies. However, the situation is not quite as simple as this because, although behaviour therapy fails if it does not alleviate symptoms, if it succeeds in removing symptoms it is still necessary to ask the questions suggested by dynamic theoryhas the reduction of symptoms been achieved at the expense of function, or have other symptoms taken their place? Not all behaviour therapists would accept this, indeed Wolpe (1964) states that 'the widespread pre-occupation with the supposedly knotty problem of criteria for evaluating the results of psychotherapy is nothing but a red herring that distracts attention from the poor results obtained by psychoanalysts', and he relied on rather simple criteria such as comparison of overall rates of recovery in series treated in different centres.
Comparison ofBehaviour Therapy and other Treatment
Some general problems met in evaluating behaviour therapy will first be discussed, and then illustrated by reference to recent investigations of behaviour therapy at the Maudsley Hospital. There are many complicated problems, but only a few can be mentioned here.
Criteria ofchange must first be specified and must necessarily be rather different to those used in assessing psychotherapy. Psychotherapists point out that they aim at personality change and set stricter criteria than the behaviour therapist.
They also give different weighting to the various aspects of improvement; for example, some behaviour therapists may be satisfied with change in symptoms, while psychotherapists regard symptom change as only one aspect of improvement and may sometimes even regard it as part of a 'false solution' (Malan 1963) . Nevertheless, descriptive criteria are the obvious first choice in studying behaviour therapy, although further investigation using psychodynamic criteria might usefully be undertaken later.
The selection ofpatients for investigation is almost as difficult as in psychotherapy research. Again
